was found to be euthyroid but with gross exophthalmos and a huge nodular dewlap goitre with intrathoracic extension of both lobes. Subtotal thyroidectomy was done, the gland weighing 500 g. Section showed it to be a nodular goitre with much degeneration and some hyperplastic acini. Later he noticed swelling of his big toes. The swelling spread up his legs gradually. He did not report it as he thought it was a sequel to leg ulcers which had appeared in 1928 and healed following injection treatment of varicose veins. The swelling has increased markedly during the last five years, during which time swelling of the backs of his hands has appeared. He has been maintained on l&evo-thyroxine 0-1 mg b.d. since operation.
On examination: The patient has gross exophthalmos, but is otherwise euthyroid. The neck shows a well-healed thyroidectomy scar, with no enlargement of the thyroid remnants. There is diffuse, hard swelling of the back of both hands. It is not tender and does not pit. The hair growing on it is thick and dark. The legs, from mid-thigh to toes, show gross painless swelling with a curious hardening of the skin and subcutaneous tissues. In places the surface is smooth, in others nodular. On pressure with a glass slide the tissues show a yellow, waxy appearance. The swelling of the toes has resulted in a lobulated fissured outline. There is no ulceration. Obvious clubbing of fingers and toes is to be seen.
Investigations: X-rays of hands show periosteal new bone formation especially of the metacarpals and proximal phalanges, of characteristic 'bubbly' nature. X-ray of the sella turcica was normal. The autoprecipitin test for thyroid antibodies was negative. Biopsy of the skin and subcutaneous tissue showed mucin in the latter and in the deeper layers of the dermis. Injection of hyaluronidase (1,500 units) into the indurated area produced temporary local softening.
Comment
Thyroid acropachy is a rare disease. Gimlette (1960 Gimlette ( , 1964 , in a study of 954 cases of hyperthyroidism in St Thomas's Hospital between 1950 and 1960, found 6 cases, an incidence of 0-6%. Its features are those of localized myxcedema associated with clubbing of the fingers and toes and a characteristic periosteal new bone formation, particularly of the metacarpals, metatarsals and phalanges. It is almost invariably a late manifestation of hyperthyroidism with exophthalmos and is usually seen after antithyroid treatment. Its cause is unknown. There is no evidence of autoimmunity or of familial tendency. The presence of excess mucin in the orbit and in and under the skin may be due to a mucin-producing hormone but this does not account for the bone changes or the clubbing. It may be due to a pituitary effect, and Bollett et al. (1961) report an increase in mucopolysaccharides in the necks of dogs following administration of TSH. Long-acting thyroid stimulator has been obtained from areas of localized myxoedema by Pimstone et al. (1963) . Pituitary adenoma (Freeman 1958 ) and hyperplasia (Levitt 1954) have been described in association with localized myxcedema.
Sertoli Cell Tumour with Gynacomastia A C Warr MA FRCSEd (Southampton General Hospital) Man, aged 46 History: Gynecomastia of six months' duration; loss of libido for one year. No complaint of any testicular abnormality. There had been normal testicular development and a history of trauma was absent. Approximately half the rare 'interstitial' cell tumours present with gynicomastia. In teratoma only 4% present thus and in seminoma 1 % (Pugh & Smith 1964 ).
On examination: Moderate bilateral gynwcomastia (Fig 1) . The right testis contained a solid mass in the upper pole and there was an associated lax hydrocele. It is interesting that testicular tumours occur with greater frequency on the right side, the ratio being 5: 4. The remainder of the physical examination was normal. No evidence of para-aortic node involvement.
Investigations: Heemoglobin, differential white cell count, ESR, liver function tests, Hogben test and chest X-ray all normal.
Treatment: Orchidectomy through an inguinal incision, the spermatic cord being ligated and divided at the internal inguinal ring.
Specimen: Macroscopically the tumour consisted of a creamy yellow mass in the upper pole of the testis measuring 3 cm in diameter, clearly demarcated from the normal testicular tissue (Fig 2) . The histological appearance was of clearly recognizable Sertoli cells contained within a normal tubular pattern, although a feature of these tumours is that the histological appearances are often variable (Mostofi et al. 1959 ).
Sertoli cell tumours of the testis are rare. The natural history and prognosis are less well understood than in other forms of testicular tumour. Investigations: Hemoglobin 82%. Blood group A Rh+ve. Blood film, urinalysis, blood urea, serum electrolytes all normal. Intravenous pyelogram showed left kidney rotated on its long axis with some blunting of the upper minor calyces. Urinary excretion of vanillylmandelic acid (VMA) raised to 20-3, 12-9 and 12-7 mg/24 hours. Urinary excretion of catecholamines raised to 400 and 270 pg/24 hours.
Operation (20.3.66): Ectopic ph2ochromocytoma 4-2 cm in diameter found in retroperitoneal tissue. The tumour lay to the left of the aorta, just below the left renal vein, anterior to the left ureter, and
